THE DIVISION OF HEALTH OF MISSOURL ' 1 5";‘99

V.S, No.30O0
e P g STANDARD CERTIFICATE OF DEATH ——
APR 18 1953 218 1003 3694
JOIRTH NO._________—_ REG. DIST, NO. PRIMARY REG. DIST. NO. Registrar's No... MM &K
I. PLACE OF DEATH i 2. USUAL RESIDENCE (Where decoased lived. I institution: residencs befors
' . COUNTY . STATE b. admimion).
| 2, * . Missouri COUNTY s¢,Lould" ™"
i b CITY (1f ogtaide corpurate limits, write RURAL and e | ¢. LENGTH OF || <. CITY 4. 1a Tesldence witbin tlmlt of
DR STA OR . 2
~ TOWN St. Louls toweabie)| STAY iayfe pincst Town Maplewood o 1Y “Nm:hdﬂmi
g Tod. F!'?!.-SLPII!I{‘AMEOOF (1f oot in bospital or institution, sive streat nddress or losation) . ASDTDRREEEI.SS (1 raral, ghve location} 45’} QL
Q instruTioN  St. Louis City Hospital 7898 Alicia Ave.
§ 3[;‘EAC E %Fb a. (First) b. {Middle) ¢, {Last} £, DSTE (Month) (Day} (Year}
[-ﬁ { Type or Print) NORRIS D HERTZ0G pEATH_Apr. 6, 1953
E 5. SEX O 6. COLOR OR RACE ) 7. HIAD%RIED' NEVEE‘.CMARRLE:?!') 8. DATE OF BIRTH 9. AGE (In n;n IF UNDER | YEAR | & UNDER W HES.
® birthday: 2!
: M S W MRPIEE 7 | 5-24,-1918 3 Y| Ta || e
10a. USUAL QCCUPATION L " 10b, KIN F BUSINESS OR iN- | 11. BIRTHPLACE . .
E dope duri mn-tnlworﬁuufs:::ni‘f’dll "I: 'b KIND O U DUSTRY {City and Stats or Forsign Country) 1 CEHZE’:‘DFWHAT
& Driver Trucking Allentown, Pa. / e SeRa
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WwIFE
. orris R. Hertzo dna Confer ___ |Alberta Hamme Hertzog ;
™ 15. WAS DECEASED EVER LN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS i
< Y . or unknowa) | (I ve gar or dates of serrice) NO.
g | Yes Wi~ 2 Alberta Hertzog, above
. | 8. CAUSE OF DEATH MEDICAL CER'rlFICATION lg"rggrhgq.gm
i |l Enteronlyonecsussper | I. DISEASE OR CONDITION . TH
E lize for (s}, (b}, and (¢) DIRECTLY LEADING TO DEATH @)
E‘J *This does not mean | ANTECEDENT CAUSES e_.a_éooo Mfa/bq @ Mﬁ
the mode of dying, yuch | Morbid conditions, if any, gieing DUE TO (b)
3 as heart fallure, asthenia, rise to the above cause (8) stating
& |l ete. 1t meons the dig. | the underlping cause last. @ a@d(—ﬂ.c \ﬂéj Mf%
o ease, infury, or complica- DUE TO ()
P tion which coused denth, | 1. OTHER SIGNIFICANT CONDITIONS
I~ Conditions contribuling to the death but not
2 related to the discase or condition causing death.
e 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF" OPERATION R & 20, AUTO
= TION
= : YES NO D
) 21a, ACCIDENT {Bpacify) Zlb PLACEOFINJURY to.x. inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homs, farm, llmry strest, office bldg., wta)
z HOMICIDE . )
. ) g “|| 2td. TIME (Month) (Day) (Year) (Hour) 21e, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ’
N . . WHILE AT[™} NOTWHILE ,s/
i INJURY - WORK AT WORK
E 2. I hereby certify that I auended the deceased from 19 , Lo , 19 , that T last saw the deceased
= alive on and that death occurred a (e’ ‘m., from the causes and on the dale stated above. .
- GNATUR (Degree or titl 23b. ADDR 23c. DATE SIGNED
. W«é/@qmw rFoo CWarl . 5 dEy
E‘ %_Aa NBFLilFf!M[ OAVL CREMA- | 24b. DATE ’ 24¢. I\A'HE OF CEMETERY OR CREMATORY 24d. LOCATION (Gity, town, or oounr.y) . (Sm?.e]
(Bpecity}
§ Removeal =11~ 1953 St. Trinity Cemetery St. Louls, Mo, -
DATE REC'D BY LOCAL | R STERS SIGNATHRE 25. FUKERAL DIRECTOR'S 31 GNATURE ADDRESS
APR 8 1953 AP 27 - JAY B. SMITH, Mesplewood, Mo,

(Licensed s Statement on Reverse Side)




STATEMENT BY LICENSED EMBEALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme

DY Me, OF By ..ttt nireiiranenaaeeicio it aaaaaa s , Student Embalmer No.,................

working under my personal supervision..

Student . .....oouiier i iiriiresasiaraereaeran
Signature of Student Embalmer

. Licensed ¥mbalmer No..?f ...........
P. O. Address ./

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT
to comply with the above constitutes grounds for revocation of license). '

1f embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

T¢ this body is not embalmed, fact should be so stated above.



